To assess the evidence for the efficacy and complications of cervical spine manipulation and mobilisation for the treatment of neck pain and headache.
The effects of both cervical spine manipulation and mobilisation were considered separately for acute, subacute and chronic neck pain, and for muscle tension and migraine headaches. Data from RCTs were considered separately and given priority. Where the authors considered meta-analysis appropriate, they used the random-effects method of DerSimonian and Laird (see Other Publications of Related Interest no.3) to calculate a pooled effect size.
How were differences between studies investigated? Narrative and tabular descriptions identified differences in the populations studied (e.g. causes of neck pain), the interventions given and control group comparisons, study quality and follow-up period.
Results of the review
For efficacy data: 14 RCTs (892 patients), 2 cohort studies, 14 case series and 37 case reports.
For complications data: 80 papers documenting over 110 cases.
Acute neck pain.
No RCTs have been done on the efficacy of cervical spine manipulation.
Of the 3 RCTs involving mobilisation, the best quality one found no difference between groups with neck collar and mobilisation, neck collar and transcutaneous electrical nerve stimulation, or neck collar alone at 6 weeks and 3 months, although the group with mobilisation had higher mean improvements in mobility and pain reduction at 1 week. Another study found that both Maitland mobilisation and exercises, and a neck collar and advice were more effective than rest and analgesics. A third study found Maitland mobilisation more effective than a neck collar.
Subacute and chronic neck pain.
Two RCTs compared the immediate effects of manipulation and mobilisation. In both studies, manipulation appeared to have a greater effect on pain reduction, although the difference was statistically significant in only one study.
Two RCTs compared manipulation and muscle relaxant with muscle relaxant alone, and another compared manipulation and other manual therapies with usual general practitioner care. The pooled effect size from these 3 studies was 0.42 (95% confidence interval, CI: -0.005, 0.85), favouring the manipulation groups.
One RCT compared salicylate and mobilisation, salicylate and massage, traction and electrical stimulation, and salicylate alone for 3 weeks. One week after the end of treatment, the patients receiving mobilisation had a statisticallysignificant (p<0.05) improvement in self-reported pain.
Muscle tension headache.
One RCT comparing manipulation plus moist heat and light massage with amitiptyline daily for 6 weeks, found no differences in headache pain intensity and frequency between the two groups at immediate follow-up, but better maintenance of improvement among the manipulation group 4 weeks later. Another RCT found statisticallysignificant better pain relief in the short term, but not in the long term, among people with post-traumatic headache treated with manipulation rather than with cold packs.
One relatively poor-quality RCT comparing multicomponent physiotherapy with acupuncture, found statisticallysignificant less analgesic intake and muscle tenderness among the physiotherapy group.
Migraine headache.
One RCT compared chiropractic manipulation, manipulation given by doctors and physiotherapists, and mobilisation. Chiropractic patients had statistically-significant less pain intensity than the other groups.
Complications.
Various complications have been reported, including instances of death and permanent disability. The incidence of
